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Abstract 
Post Traumatic Stress Disorder is a disease with many implications for victims of trauma. 
Research shows that PTSD patients struggle with traumatic memories but also with other 
mental, health- and financial problems. These problems seem to arise even more for victims 
of childhood-related trauma. Among the available therapies, there is not much known about 
the effect of Narrative Exposure Therapy (NET). NET has proven to be effective among 
PTSD sufferers in veterans, refugees and children and is a straightforward and cheap therapy. 
To examine the effectiveness on childhood-related PTSD victims, this study has been 
performed. The main question which is examined is:  Is Narrative Exposure Therapy a safe 
and effective treatment for patients with childhood trauma-related PTSD? This is studied in a 
case series design with 4 subjects. As measuring instruments, the CAPS, MANSA and PDS 
are used. Analyses by SPSS Repeated Measures show no significant decreases in PDS scores 
and increases in MANSA scores for most patients. However, when analyzing the CAPS by 
using the Reliable Change Index, NET seems to give a clinically significant decrease in 
CAPS scores for most of the patients. It seems that NET does not improve the quality of life 
of childhood-related PTSD victims. PTSD symptoms decline only when measured by a 
clinical interview (CAPS) and not on the self-report (PDS). Further research is recommended 
to investigate how this difference in results can be explained and to know more about the 
efficacy of NET for childhood-related PTSD victims.  
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1 Introduction 
1.1 Post Traumatic Stress Disorder 
Post Traumatic Stress Disorder (PTSD) is a disorder which is diagnosed in patients who are 
exposed to a traumatic event and experience complaints related to this event. According to the 
Diagnostic and Statistical Manual of mental disorders IV- text revision (DSM-IV-TR), the 
diagnostic criteria for PTSD include a history of exposure to a traumatic event and meeting at 
least two symptoms or criteria from each of three symptom clusters: intrusive recollections, 
avoidant/numbing symptoms and hyper-arousal symptoms. There is another criterion about 
duration of the symptoms and one about functional significance (American Psychiatric Press, 
2000).  
The lifetime prevalence of PTSD was estimated 7,8% in the National Comorbidity Study 
in the United States (Kessler, Sonnega, Bromet, & Nelson, 1995). The traumas most 
associated with PTSD are combat exposure and witnessing among men and among women 
rape. It seems to be quite a persistent diagnose, considering that more than one third of 
patients with an episode of PTSD do not recover, even not in many years (Kessler et al., 
1995).  
In the Netherlands, PTSD lifetime prevalence was found to be 7.4% and the lifetime 
prevalence of any potential trauma 80.7% (De Vries & Olff, 2009). Young people and women 
were more at risk of developing PTSD. In a cross-European study the overall lifetime 
prevalence rate of PTSD in six European countries was found to be 1,9% (Alonso et al., 
2004). The reason for differences in PTSD prevalences between the Netherlands and other 
European countries is not sure. However, in some studies other standards for examining 
PTSD prevalence were used than in others. This makes it hard to compare prevalence rates 
from different countries. (De Vries & Olff, 2009). 
In some studies, there is found evidence for the so-called ‘dose-response effect’ (Scholte 
et al., 2004). This means there is an association between the amount of traumatic events a 
person experiences and the number of PTSD symptoms in their lives.  The kind of trauma 
also influences the chance of developing PTSD; PTSD prevalence is for example much higher 
in raped people than in people who experienced other forms of trauma (Kessler et al., 1995). 
In a study of PTSD patients in an urban population, 83% of PTSD patients met criteria 
for one or more other disorders. The most common comorbid disorders were depression, 
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substance abuse and anxiety disorders other than PTSD (Bradley, Greene, Russ, Dutra & 
Westen, 2005).  
There are different theories about the causes and mechanisms of action of PTSD. Some 
important ones are the emotional processing theory and the cognitive theory (Brewin & 
Holmes, 2003). 
1.1.1 Emotional processing theory 
The emotional processing theory is developed by Foa & Kozak (1986) and tries to explain the 
way fear structures are activated in people with PTSD. By doing that, it is a fear structure 
theory. The emotional processing theory states that traumatized people develop fear 
structures. Such fear structures consist of cognitive representations of the stimulus 
characteristics in traumatic situations. When such a stimulus characteristic is perceived, this 
evokes an activation of the fear structure. Emotional processing is meant to modify the 
memory structures that underlie fear or other emotions. This is done by exposure to the feared 
situations to get more habituated to feared stimuli and fade out the intense emotions 
connected to this stimuli (Foa & Kozak, 1986). This theory is still being refined and updated.  
1.1.2 Cognitive theory 
In the cognitive model of Ehlers and Clark (2000), they describe that in a significant subgroup 
of PTSD patients, their symptoms do not recover, even not in years. Ehlers and Clark 
designed a cognitive model of PTSD to account for the differences in individuals suffering 
from PTSD. In the cognitive model of PTSD, the assumption is held that PTSD only becomes 
persistent if a patient processes the traumatic event in a way as if it is happening now instead 
of in the past. So, they experience a sense of current threat (Ehlers & Clark, 2000). The model 
"I was about 9 years old when I played outside with my sister. It was in the beginning 
of the summer on a Sunday night. At one moment, we had to go home, but my sister 
wanted to stay outside. I always felt very responsible for her and quickly ran home to 
get one of my parents to take her. My parents were on the couch watching TV. They 
both looked angrily. I told my sister did not want to go home. My father was angry, told 
me: "Asshole, did you leave her alone?". I walked away and sat on the stairs, before I 
knew it he was standing next to me and gave me a punch on my left eye. I felt nothing, 
only later it began to hurt. I went to my bedroom and laid down in bed. I felt sad and 
angry. Then I went to my mother, but she hardly reacted. I felt very alone, there was not 
listened to me and I felt very unsafe. " (Participant 5, personal communication, 2016) 
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states two factors which influence the sense of current threat. These are ‘individual 
differences in the appraisal of the trauma and/of its sequela’ and ‘individual differences in the 
nature of the memory for the event and its link to other autobiographical memories’ (Ehlers & 
Clark, 2000). These two factors together determine if an individual perceives a sense of 
current threat and, by doing this, determine the chance of developing persistent PTSD.  
1.2 Therapies  
Based on the different theories about PTSD, there are also different methods to treat it. In 
several studies, proof is found that cognitive behavioral therapies are most effective for PTSD 
patients. Cognitive behavioral therapy is even called the ‘gold standard’ for PTSD patients 
(Mørkved et al., 2014). In the Netherlands, there are the so-called ‘GGZ-Richtlijnen PTSS’ in 
which is stated that therapists are obliged to give PTSD patients psychoeducation. Aside from 
that, they are obliged to give PTSD patients trauma focused cognitive behavioral therapy or 
Eye Movement Desensitization and Reprocessing therapy for 8-12 weeks. The patient may 
choose from these two alternatives (Trimbos-instituut, 2013).  
1.2.1 Narrative Exposure Therapy 
One of the newer cognitive-behavior based forms of therapy for PTSD patients is Narrative 
Exposure Therapy (NET). NET integrates both exposure techniques and narrative therapy. 
Narrative therapy stresses the assumption that ‘we are the stories we tell’ (Gwozdziewycz & 
Mehl-Madrona, p. 71, 2013). The wellbeing of healthy people has to do with their ability to 
construct a logical, meaningful life story. When this life story is less congruent, it is more 
likely that people experience emotional difficulties.  It is suggested in some studies that 
disarranged narratives of traumatic events increase the probability of developing PTSD. Thus, 
in the treatment of traumatic events, constructing a healthy narrative of traumatic events 
improves the recovery process. ‘Stories enable us to change’ (Gwozdziewycz & Mehl-
Madrona, p. 712013). NET integrates the idea of constructing a personal narrative with 
cognitive behavioral techniques using exposure and restructuring of traumatic memories 
(Jongedijk, 2014).  
1.3 Childhood trauma-related PTSD 
Among the different forms of PTSD, PTSD arising from childhood abuse is associated with a 
wide range of problems in childhood and later in adulthood. Examples of childhood trauma 
are emotional abuse, physical and sexual assault and domestic violence. Most patients with 
7 
 
childhood related PTSD experience interpersonal difficulties and emotional dysregulation. 
Trauma caused by a caregiver causes developmental problems. These interpersonal and 
adjustment problems influence functioning at work, marriage and dating, and can cause 
parental problems, social isolation and low perceptions of social support (Cloitre et al., 2010). 
Above that, childhood abuse is a strong indicator for several health problems later in life, 
including substance abuse, severe obesity, depression and suicide and heart diseases (Felitti et 
al., 1998).  
1.4 Treatments for childhood trauma-related PTSD 
For specific childhood trauma-related PTSD, general PTSD therapies and other forms of 
therapy that focus more on the characteristics of childhood trauma-related PTSD patients are 
available. Examples of this are trauma-focused CBT, EMDR, interpersonal treatment, 
emotion-focused treatment, and non-trauma-focused CBT. In a meta-analysis of treatments 
for childhood trauma-related PTSD, there was found evidence that psychological 
interventions are efficacious for PTSD in childhood abuse survivors (Ehring et al., 2014). The 
results of the study showed that trauma-focused interventions were more efficacious than non-
trauma-focused treatments and that individual treatment sessions had better results than group 
interventions. Thus, best effects for childhood trauma-related PTSD patients can be achieved 
with individual trauma-focused therapies (Ehring et al., 2014).    
In studies about therapies for PTSD, it is important to consider that the effect of most 
therapies is visible only after a couple of months. Thus, it is difficult to measure if a certain 
therapy impacts the PTSD complaints of a patient, especially if the therapy itself does not take 
place in a longer period. A way to control for this is to do one or more follow-up measures 
after the ending of the treatment.  
PTSD is a severe diagnose with a significant impact on the lives of patients. There are 
several therapies about the main reasons for developing PTSD, like the Emotional Processing 
theory (Foa & Kozak, 1986) and the Cognitive theory (Ehlers & Clark, 2000). Based on these 
theories, there are also different forms of therapies. Important techniques within the cognitive-
"There was a tense atmosphere at home constantly, my father used drugs, cheated. There 
were regularly women at the door for my father. My mother fought with them. On a 
winter day, it was somewhere in December or January, I came walking in the evening. I 
was with a friend outside. I saw my neighbors Marijke and Peter. I heard Marijke saying: 
"There was shooting," and I knew it had to do with my father. I saw my father come out, 
the gun in his hand swinging it back and forth. He wore a leather jacket and through his 
bewildered look I saw that it was not good. He shouted all sorts of things I did not  fully 
understand. It evoked fear in me, more shame and also relief because I saw Peter there. 
Peter tried to calm my father. I went inside and slipped into my bedroom, as I always 
did. "(Participant 5, personal communication, 2016) 
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behavioral framework are imaginary exposure and the use of eye movement desensitization 
and reprocessing. This are also the therapies that are recommended in the Dutch ‘GGZ-
Richtlijnen PTSS’. Narrative exposure therapy integrates exposure techniques with the 
construction of narratives for traumatized people. Narrative exposure therapy can be 
especially helpful for patients with childhood trauma-related PTSD. Patients with childhood 
trauma-related PTSD experience several developmental, socio-emotional, interpersonal and 
daily functional problems later in life. Above that, their childhood trauma can cause severe 
health problems. Because of the heavy impact on individuals and the entire society, it is 
important to develop safe and efficacious forms of therapy for patients with childhood 
trauma-related PTSD.  
1.5 Design 
The design used in this study is a case series design. This single case design (n=1) offers 
several advantages for applied clinical research, from which the most important have to do 
with economic and ethical issues. Studying matching groups with the same symptoms is quite 
expensive and sometimes even impossible if the symptoms are rare. Above that, it can be 
unethical to withhold treatment from a control group (Barlow & Hersen, 1973).  An 
advantage of a single case design is the attention which can be paid to individual patient 
characteristics. Above that, it is possible to observe clinical change in patients, while this 
observation would have been lost in only observing statistical change. It is more easy to 
observe the therapeutical mechanism of change in a single case than in a large sample. Barlow 
& Hersen (1973) also point out that the variability in treatment course of patients is more 
easily observed in a single case study than in a great sample of patients.  
There are several suitable trauma focused therapies for patients with PTSD, like CGT or 
EMDR. But these treatments are not always fully sufficient and can be too heavy for patients 
with complex trauma or childhood trauma-related PTSD (Jongedijk, 2014). The impact of 
childhood trauma-related PTSD is very big, on individuals and on the entire society. In other 
studies, NET seems to be a promising form of PTSD therapy (Gwozdziewycz et al., 2013; 
Mørkved et al., 2014). It has several advantages because it can be applied by non-professional 
therapists and is less costly than other forms of therapy for PTSD (Mørkved et al., 2014). 
Most studies about NET focus on populations of refugees and veteran soldiers (Jongedijk, 
2014). More research is needed to discover if NET is also a suitable therapy for other patients 
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suffering from childhood trauma-related PTSD. It is important to investigate the safety and 
effectiveness of NET for this group of PTSD patients.  
1.6 Aim of the study 
The research question for this study is ‘Is Narrative Exposure Therapy a safe and effective 
treatment for patients with childhood trauma-related PTSD?’ We expect Narrative Exposure 
Therapy to be a safe treatment for patients with childhood trauma-related PTSD. Furthermore, 
we expect Narrative Exposure Therapy to be an effective treatment for patients with 
childhood trauma-related PTSD. 
The safety of NET can be examined by some factors in the study. It is possible to look 
for exacerbation of PTSD symptoms in patients. This can be measured by the questionnaires 
patients receive at baseline and after each NET session. Questionnaires that measure PTSD 
symptom severity are the Clinician Administered PTSD Scale (CAPS) and the Posttraumatic 
Diagnostic Scale (PDS). In numerous studies about PTSD, dropout is considered as an 
indication of low safety (Schottenbauer, Glass, Arnkolf, Tendick & Gray, 2008). Thus, it is 
important to measure dropout of the study in a clinical record.  
We will examine the effectivity of NET by comparing the total score of PTSD symptoms 
at baseline and at follow-up of the treatment. The total score of PTSD symptoms is measured 
with the CAPS and with the PDS. Another more secondary indicator of treatment effectivity 
is the total experienced quality of life of PTSD patients. This can be measured with a 
questionnaire to measure quality of life, the Manchester Short Assessment of quality of life 
(MANSA).  
We expect PTSD symptoms to decrease and general quality of life to increase. At t=1 
(baseline), CAPS scores > t3 (follow-up) and the PDS scores will be at t=1 > t2 > t3. At t=1, 
MANSA scores < t2 and scores at t3 > t2. 
"I was in the kitchen and I could not see them, but heard them cussing and yelling. I felt 
tense and anxious and frustrated at the same time: "Another argument! What shall the 
neighbors be thinking, will it never end? "All of them were thoughts that went through 
my head. The argument became so violent that my father suddenly began to beat all the 
stuff from the sideboard, I got up and went to look. I saw the fear in my mother's eyes, 
my father looked haggard. Suddenly, my father took a gun from his pocket. He directed 
it to my mother and shouted: "Do I have to put an end to it?" I was paralyzed and did not 
know what to do. My father then pointed the gun at his own head and said it again. I was 
hoping inside that he would pull the trigger .... Then it would be over at least. My 
feelings were mixed: I was scared, sad, angry (participant 5, personal communication, 
2016). 
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2 Methods 
The study is carried out as part of a series of single cases with n = 9.   
2.1 Participants  
The case study started with the selection of participants who signed up at the waiting list of 
PsyQ Haaglanden for treatment of PTSD. Selection criteria included a diagnosis of PTSD 
according to the DSM-IV criteria. The traumatic event had to be childhood related.  
2.2 Procedure 
Participants received informed consent and were asked to participate in a study about PTSD 
treatment. After their assignment, the participants got a number to secure their privacy. Then 
there were four successive baseline measures during 4 weeks. These baseline measures were 
done by sending participants the questionnaires MANSA and PDS by email. Participants had 
to fill in the questionnaire of one week before they received the next one. After four baseline 
measures, participants received an intake session. In this session, a trained psychologist 
interviewed the participants, using the questionnaires CAPS and MANSA again, together 
with the PDS and the M.I.N.I. Internationaal Neuropsychiatrisch Interview and the Jeugd 
Trauma Vragenlijst (JTV).  The baseline measure and the responses on the intake 
questionnaires together are the baseline of patients.  
After the baseline measures and intake session, the treatment began. Participants received 
up to sixteen sessions of NET. Following on each session, they got two questionnaires by 
email to measure the effects of the therapy. To measure this, the MANSA and PDS were used 
again. The participants needed to fill in the questionnaires before the next treatment session to 
prevent intermingling of the effects of different sessions. When participants did not fill in the 
questionnaires, they were called to remind them.  
Posttreatment, when participants finished off the therapy, they received a follow-up 
measure after three and after six months, again by a trained, independent psychologist. These 
follow-up measures contain the MANSA, DPS and the CAPS.  
2.2.1 Manchester Short Assesment of quality of life 
The Manchester Short Assessment of quality of life-questionnaire (Priebe, Huxley, Knight & 
Evans, 1999) is a way to measure the quality of life of a patient. The questionnaire consists of 
16 items, most of them on a seven-point scale. The total score on the MANSA is the sum of 
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all individual scores on the answers (Van Nieuwenhuizen, Schene & Koeter, 2000). The 
reliability of the MANSA is tested with a Cronbach’s alpha of 0.74. The questionnaire seems 
valid, because all subjective quality of life scores on the MANSA and the Lancashire Quality 
of Life Profile (LQPL), another validated quality of life index, have a correlation coefficient 
of 0.83 or higher (Priebe, Huxley, Knight & Evans, 1999). 
2.2.2 Posttraumatic Diagnostic Scale  
The Posttraumatic Diagnostic Scale (PDS; Foa, Cashman, Jaycox, & Perry, 1997) is a self-
report instrument designed make a diagnose of PTSD and to estimate the severity of PTSD 
symptoms. The PDS consists of 17 items scored from zero to three, questioning about 
symptoms in the three PTSD symptom clusters re-experiencing, avoidance and arousal. The 
maximum score on the PDS is 88 (Hembree, Foa & Feeny, 2002). The reliability of the PDS 
had a Cronbach’s alpha of 0.92 for Total Symptom Severity (Foa, Riggs, Dancu & Rothbaum, 
1993). The validity of the PDS was tested by comparing it to the SCID, a questionnaire to test 
for PTSD. The agreement between the two measures was 82% with a kappa of .65. The 
sensitivity of the PDS was found .89 and its specificity .75 (Foa et al., 1997). The PDS is 
accomplished during four successive weeks at baseline, during the intake session, after each 
treatment session and in the follow-up after three and six months. Cutoff score in this study is 
28.  
2.2.3 Clinician Administered PTSD Scale 
The Clinician Administered PTSD Scale (CAPS), the so-called ‘gold standard clinician 
administered PTSD scale’ is a structured interview used in clinical practice to assess 
diagnostic status and symptom severity of PTSD. The CAPS has been studied extensively and 
shows to have excellent reliability, convergent and divergent validity, great diagnostic utility 
and is very sensitive to clinical change of PTSD symptoms (Weathers, Keane & Davidson, 
2001). The CAPS contains 17 core symptoms and 3 associative symptoms, covered in 20 
questions. The CAPS is translated in Dutch, adjusted to DSM 5 and validated by a research 
group (Olff et al., 2014).  
2.2.4 Jeugd Trauma Vragenlijst and Mini Internationaal Neuropsychiatrisch 
Interview 
The other questionnaires are the JTV and the M.I.N.I.. The Jeugd Trauma Vragenlijst is the 
Dutch version of the Childhood Trauma Questionnaire (Bernstein, Fink, Handelsman & 
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Foote, 1994, Arntz & Wessel, 1996) and is a self-report questionnaire about possible 
traumatic events during youth. It has 28 items with answer ranges from 1-5. The JTV can be 
divided into the subscales ‘emotional abuse’, ‘physical abuse’, ‘sexual abuse’, ‘emotional 
neglect’ and ‘physical neglect’. These subscales can be rated from ‘none’ to ‘severe’. The 
Mini Internationaal Neuropsychiatrisch Interview (version 5.0.0) is a Dutch translation of the 
English M.I.N.I.. The M.I.N.I. is a diagnostic interview which can be used by trained 
clinicians to question patients. It has separate parts about different diagnoses. Thus, it is 
possible to use only a part of the M.I.N.I. By this way, a certain diagnose can be excluded or 
confirmed.  Part J is about PTSD and has 8 items (Van Vliet, Leroy & Van Megen, 2000).  
The JTV and M.I.N.I. are not used in this smaller part of the study and therefore not 
further explicated.  
 
 
 
2.3 Data analyses  
The collected data is analysed using SPSS. A way to analyze univariate data in an AB case 
study is described in an article by Maric et al. (2014). They describe that single-case 
experimental designs (SCEDs) are more and more recognized as a useful contribution to 
research methods in clinical practice. In some conditions, SCEDS are even the only way to 
study rare conditions or heterogeneous groups of patients. Therefore Maric et al. describe the 
possibility to analyze univariate AB case studies. The A and B can be distinguished as two 
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phases, in this study baseline and treatment. To see if there is any difference between A and 
B, there are two requirements. First, the overall model pattern should be modelled adequately. 
The linear function of A as well as B must fit the data. The second requirement is that the 
correlations of the residuals must be modelled adequately. If this is not done right, it has 
influence on the tests on intercepts and slopes and thus on the findings of a study (Maric et al., 
2014).   
The main assumptions of this form of analysis are that that the overall pattern in the data 
is modelled correctly and that the error correlation structure is modelled adequately. In 
addition, if data are missing, they must be missing at random. And the number of time points 
must be sufficient to estimate the parameter (Maric et al., 2014).  
Jacobson & Truax (1991) defined the Reliable Change Index (RCI) to investigate if 
treatments are efficacious. This RCI is defined as RCI= X1 – X2 / Sdiff, in which X1 and X2 
are used for a patients pre- and posttreatment scores, and Sdiff represents the standard 
deviation of the difference between the two test scores. 
According to Foa et al. (1997), the Rxx test-retest reliability for the PDS is Rxx = .74.  
The Sdiff pretest standard deviation is Sdiff = 9.96 on total PTSD score in a psychiatric 
population (Foa et al., 1997). The Rxx test-retest reliability for the MANSA is Rxx = .74 and 
the pretest standard deviation is Sdiff = 5.27 (Van Nieuwenhuizen, Janssen & Nugter, 2015). 
For the CAPS, the Rxx test-retest reliability is Rxx = .89 (Weathers et al., 1999). There are 
different values found for the pretest standard deviation; to have a conservative estimate, the 
Sdiff found by Van den Berg et al. (2015) has been chosen. The pretest standard deviation for 
the CAPS is Sdiff = 16.2. 
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3 Results 
The study was carried out with statistical data from four participants, all female. Initially, 
there was a fifth participant. Because of missing baseline data, there was no statistical analysis 
possible. The data of his lifeline is used with permission to provide examples of NET 
sessions. Parts of the quotes can be found in the textboxes. The original Dutch text can be 
found in the Appendix. 
The amount of therapy sessions from the other four participants diverged from nine up to 
sixteen sessions (M = 13.00, SD = 3.08). In some cases, participants did not fill in the 
questionnaires within time and therefore no PDS and MANSA score of that week is available. 
This weeks are left out in the analysis. An overview of the missing weeks is found in 
Appendix 1.  
In the questionnaires, some items were missing. An overview of the missing items is 
found in Appendix 2. These items are computed by mean imputation within scale, based on 
the construct similarity with other questions (Peyre, Leplège & Coste, 2011). If the item 
represents the general quality of life (like MANSA question 1) or if there is no other question 
measuring the same specific construct (like MANSA question 3) the mean of the remaining 
items is imputed. 
Analyses took place by SPSS Mixed Models. The assumption of linearity was checked 
by visually inspection of plots of the standardized residuals and the standardized predicted 
values. The residuals seemed to be linear. The normal distribution of errors was checked by 
making plots of the errors. This assumption was met. The SPSS Mixed Models analysis gave 
the values of the parameters in which B0 is the intercept. B1 (phase) is the treatment slope 
(the rate of change from begin treatment – end treatment). B2 (time in phase) is the baseline 
slope (the rate of change from begin baseline – end baseline). B3 interaction is the treatment-
baseline difference of slopes (difference in rate of change between baseline and treatment 
phase) (Maric et al., 2014). 
The Reliable Change Indices of participants are computed with the test-retest reliability 
and the pre-test standard deviations as described by Foa et al. (1997) for the PDS and as 
described by Van Nieuwenhuizen et al. (2015) for the MANSA. For the CAPS, values found 
by Weathers et al. (1999) and Van den Berg et al. (2015) are used. The values are shown in 
table 1.  
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Table 1 
Test-retest reliability scores and pre-test standard deviations for PDS and MANSA 
 Test-retest reliability Pre-test standard deviation 
PDS 0.74 9.96 
MANSA 0.74 5.27 
CAPS 0.89 16.2 
Note. Values for PDS as described by Foa et al. (1997). Values for MANSA as found in Van 
Nieuwenhuizen et al. (2015). Values for CAPS as found in Weathers et al. (1999) and Van den Berg et 
al. (2015). 
3.1 Participant 1 
Case introduction 
It was not possible to find information about participant 1 in the Electronical Patient Dossier 
(EPD); at the time of writing this study, she was already unsubscribed. Therefore, it is left out 
of this study.  
Two separate analyses were performed, both with baseline and treatment phase as 
predictors, one with the total score on PDS as the dependent variable and one with the total 
score on the MANSA as the dependent variable. The interaction between baseline and 
treatment phase is added to see if there is a significant difference in slope for baseline and 
treatment phase. 
Table 2 
Estimates of Fixed Effects for participant 1 with PDS scores as dependent variable 
Parameter Estimate Significance Standard 
error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 68.80 .21 8.46 -946.27 1083.88 
Phase -5.85 .28 8.06 -17.51 5.82 
Timeinphase .14 .97 7.87 -6.88 7.15 
Phase*Timeinphase .91 .78 7.85 -6.26 8.08 
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Table 3 
Estimates of Fixed Effects for participant 1 with MANSA scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 27.94 .02 3.60 11.82 44.06 
Phase 1,95 .54 3.02 -5.44 9.35 
Timeinphase -.94 .62 1.81 -5.30 3.42 
Phase*Timeinphase .41 .83 5.64 -4.15 4.97 
 
As shown in Table 2 and Table 3, none of the parameters are significant. This means that 
none of the phases, baseline (p = .97) or treatment (p = .28) had a significant influence on the 
PTSD symptoms. There was also no significant influence on the quality of life of participant 1 
during baseline (p = .62) or during treatment (p = .54). There was no significant difference 
between baseline and treatment phase for both the PTSD symptoms (p = .78) and the quality 
of life (p = .83). 
 
Figure 1. Model of scores on the PDS and MANSA by participant 1. 
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Figure 1 depicts the relationship between the different phases and PDS and MANSA 
scores. The parameter estimates of the PDS and MANSA from Table 2 and Table 3 are used 
as parameters for the model.  
Reliable Change Indices 
Results of the clinical Reliable Change Index (Jacobson & Truax, 1991) indicate that the 
decrease in PTSD symptoms was not clinically significant (RCI PDS = 1.03), since the RCI 
value was not larger than 1.96.  The increase in quality of life from participant 1 has not 
changed significant according to the RCI (RCI MANSA = 0.19). This means that the quality 
of life of participant 1 has not clinically changed after therapy. The decrease of PTSD 
symptoms measured by the CAPS are clinically significant (RCI CAPS = 2.53).  
This means that the efficacy of the treatment did not account for a clinically significant 
decline of PTSD symptoms when measured with the PDS, but did account for a clinically 
significant decline of PTSD symptoms when measured with the CAPS. The quality of life 
was not improving clinically or statistically significant. 
3.2 Participant 2 
Case introduction  
Participant 2 was a 35-year old single woman who was diagnosed with post-traumatic stress 
disorder due to sexual abuse by her father from her 3
rd
 until her 6
th
 year; mental abuse by her 
mother during her whole life. Later on in her life, participant 2 was verbally and physically 
abused by a partner during 5 years. When she tried to end up the relationship, her partner 
suicided himself by jumping from a hospital. At the baseline CAPS, the event that burdened 
her the most was the suicide of her boyfriend. The sexual abuse by her father was the second 
event that caused a lot of problems for her.  She experienced prolonged trauma related 
problems at her work in rehabilitation for prisoners.   
Participant 2 answered the four baseline questionnaires, received 16 sessions of NET 
treatment and filled in the two follow-up questionnaires. In week 13 of treatment, she did not 
fill in the questionnaires. Therefore, this week is left out the analysis.  
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Table 4 
Estimates of Fixed Effects for participant 2 with PDS scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 72.78 < .001 1.94 68.54 76.97 
Phase  -7.63 < .001 1.66 -11.20 -4.06 
Timeinphase -.56 .65 1.20 -3.14 2.02 
Phase*Timeinphase .83 .49 1.18 -1.69 3.35 
 
Table 5 
Estimates of Fixed Effects for participant 2 with MANSA scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 38.73 .41 4.25 -229610.12 229687.59 
Phase  2.41 .41 2.56 -4.99 9.80 
Timeinphase .94 .44 1.17 -1.61 3.49 
Phase*Timeinphase -1.73 .19 1.23 -4.46 1.01 
 
In Figure 2, the model with the data obtained from the PDS scores from patient 2 is 
shown. There is a decline in PDS scores after the start of the therapy and another one in the 
follow-up stage. In Table 4 and Table 5, the estimates of parameters for PDS and MANSA are 
shown. PDS scores significantly decreased during the treatment phase (B1 = -7.63, p < .001). 
The other parameters are not significant. This means that the change in PDS scores during the 
baseline phase is not significant (B2 = -.56, p = .65). The rates of change from baseline phase 
and treatment phase are not significantly different (B3 = .83, p = .49). This means it is not 
possible to detect a significant change in PTSD symptoms in the treatment phase compared to 
the baseline phase. 
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Figure 2. Scores on the PDS and MANSA by participant 2; model based on the parameters. 
 
In figure 2, the MANSA scores of participant 2 are shown. There is a decline in MANSA 
scores when therapy starts (week 5). During and after therapy, the perceived quality of life of 
the participant improves. However, this improvement is not significant (B1 = 2.41, p = .41). 
This means that the quality of life does not significantly increase during treatment phase. The 
non-significance of the interaction between baseline and treatment (B3 = -1.73, p = .19) 
means that the increase in quality of life during treatment phase does not significantly differ 
from the increase in quality of life as measured during the baseline phase.  
Reliable Change Indices 
To check if the decrease in PTSD symptoms and the increase in quality of life is clinically 
significant, the RCI is calculated. The RCI for the PDS-scores is 1.46, which means the 
change in PDS scores from participant 2 is not clinically significant, according to Jacobson 
and Truax (1991). The RCI for the MANSA scores is RCI = -0.95. This means that the 
improvement in quality of life of participant 2 is not clinically significant.  
The RCI for the CAPS scores is clinically significant (RCI = 2.59). This means that the 
total PTSD symptom severity did significantly lower for participant 2 after therapy. 
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3.3 Participant 3  
Case introduction 
Participant 3 was a 29-year old, unemployed, single woman from Moroccan origin. She lived 
with her 7-year old son who had an auditive handicap and PDD-NOS. She was diagnosed 
with a depressive episode and PTSD, due to physical abuse by her father during her entire 
childhood and to physical abuse by her husband during their 10-month marriage.   
Participant 3 did fill in 4 baseline rating scales and completed 9 sessions of NET. She did 
not fill in the questionnaires following sessions 4 and 8. The follow-up was not completed. 
This items are left out of the analysis. To know if the effect of the therapy was clinically 
significant, the baseline measures were compared with the last two measures of the treatment 
phase. The RCI from this participant is computed by comparing the baseline condition with 
the last two treatment condition sessions.  
Table 6 
Estimates of Fixed Effects for participant 3 with PDS scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 57.29 .00 2.91 48.35 66.22 
Phase  -4.03 .35 3.61 -15.52 7.47 
Timeinphase -.02 .99 .83 -2.11 2.09 
Phase*Timeinphase 1.44 .24 1.07 -1.31 4.20 
 
Table 7 
Estimates of Fixed Effects for participant 3 with MANSA scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 36.64 .01 3.42 23.92 49.37 
Phase  6.77 .29 4.50 -15.87 29.41 
Timeinphase -.61 .43 .73 -2.33 1.12 
Phase*Timeinphase -2.27 .07 1.01 -4.79 .26 
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The SPSS Mixed Models analysis shows (table 6 and 7) that the parameters are not 
significant, except the intercept from PDS and the intercept from MANSA. This means that 
the during baseline and treatment phase, the scores on PDS and MANSA did not significantly 
change. There is no significant difference between the change in PDS score in the baseline 
and treatment phase.  
 
Figure 3. Scores on the PDS and MANSA by participant 3; model based on the parameters. 
 
Figure 3 shows the PDS scores of participant 3 and the model based on the parameters 
computed by the method of Maric et al. (2014). There is no follow-up data from this 
participant. 
Reliable Change Indices 
The MANSA scores of participant 3 are shown in figure 3.  To know the clinical significance 
of changes in PDS and MANSA scores, the RCI is computed. The amount of PTSD 
symptoms from participant 3 did not decrease clinically significant in treatment compared to 
the baseline (RCI PDS = 0.18). The change in quality of life during the treatment phase of 
participant 3 is not clinically significant in comparison with the baseline period (RCI MANSA 
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= -1.47). The RCI for the CAPS = 1.05, which means that there is no clinically significant 
decrease of PTSD severity scores for participant 3.  
3.4 Participant 4 
Case introduction 
Participant 4 is a 62-year old single woman, mother of one daughter. The daughter also 
experiences psychological problems. Participant 4 was diagnosed with PTSD due to sexual 
abuse between 9 and 12 years old, affective neglect as a child and witnessing physical 
violence between her father and mother (domestic violence). Later on, she experienced 
several car accidents and saw a lot of violence incidents at her work in homeless shelters. 
Participant 4 reported trauma-related complaints due to the childhood abuse and because of 
the 2 suicide attempts of her daughter she witnessed. The sexual abuse and the suicide 
attempts caused the most distress for her.  
Data collection took place until January 2, 2017. Participant 4 did not finish therapy 
before this date. This means the dataset is not complete yet. The analyses are computed 
without data from the last therapy sessions and the follow-up. Participant 4 did not complete 
the questionnaires from baseline 4 and therapy sessions 1 to 3. This weeks are left out in the 
analysis. In total, there are 3 baseline weeks and 8 treatment weeks.  
Table 8 
Estimates of Fixed Effects for participant 3 with PDS scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 72.88 .001 9.24 47.29 98.49 
Phase  -46.39 .08 12.94 -105.48 12.70 
Timeinphase .64 .89 4.32 -10.64 11.91 
Phase*Timeinphase 2.22 .64 4.38 -9.81 14.25 
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Table 9 
Estimates of Fixed Effects for participant 4 with MANSA scores as dependent variable 
Parameter Estimate Significance Standard 
Error 
95% CI 
lower 
bound 
95% CI 
upper 
bound 
Intercept 36.59 .00 2.98 29.55 43.63 
Phase  6.77 .12 3.78 -2.17 15.70 
Timeinphase -.57 .48 .75 -2.34 1.21 
Phase*Timeinphase -2.36 .05 .99 -4.70 -.02 
 
Table 8 and 9 show the estimates on the PDS and MANSA. None of the parameters were 
significant, except both the intercepts and the interaction between baseline and treatment 
phase from the MANSA. This means that the change in MANSA scores during baseline and 
during treatment phase is not significant. The interaction between baseline and treatment 
phase means that the rate of change in MANSA scores during the treatment phase was 
significantly higher than the rate of change in MANSA scores during the baseline phase.  
 
Figure 4. Scores on the PDS and MANSA by participant 4; model based on the parameters. 
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Reliable Change Indices  
In Figure 4, the PDS scores of participant 4 are shown.  Participant 4 has significantly less 
PTSD symptoms after the therapy then she had during baseline measures (RCI PDS = 2.59). 
The MANSA scores from participant 4 are shown in Figure 4. The quality of life from 
participant 4 at the last two treatment sessions is clinically significant higher than during the 
baseline phase (RCI MANSA = -2.37). At the moment of writing, there is only a CAPS-score 
before therapy available. Thus, it is not possible to calculate the RCI of the CAPS of 
participant 4. 
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4 Discussion 
Based on this study, it is not possible to conclude that NET is an entirely safe and effective 
treatment for childhood related trauma survivors. NET seems to be a clinical effective therapy 
for childhood trauma-related PTSD when the amount of PTSD symptoms is measured by a 
clinical interview (the CAPS). However, the decrease in PTSD symptoms is not significant 
when measured through self-report by the PDS. Thus, there seems to be a dissimilarity 
between the CAPS and the PDS.  
The hypotheses of this study were that NET is a safe and an effective treatment for 
patients with childhood trauma-related PTSD. Safety was measured by PTSD symptom 
exacerbation and by dropout from the study. Effectiveness was measured by the decrease in 
PTSD symptoms and the increase of general quality of life during and after treatment.  
Dropout was considered as an indication of low treatment safety (Schottenbauer et al., 
2008). For this study, there was one dropout. One participant became psychotic and his 
medicines were changed during his PTSD treatment. This meant he could no longer meet the 
inclusion criteria. It is not known if his psychotic experiences had to do with treatment related 
factors. Hembree et al. (2003) found in a meta-analysis that approximately 20% of PTSD 
patients do not finish treatment, regardless which type of treatment they receive. In another 
study, Van Minnen et al. (2002) did not found any predictors, like the degree of 
traumatization, which could predict the dropout in exposure studies about PTSD. Thus, it is 
difficult to conclude anything about the safety of NET regarding this dropout.  
PTSD symptom exacerbation did occur during therapy as measured by the PDS. Scores 
varied above and below baseline level during therapy. The increase in PDS scores can be due 
to the therapy or other stressful life events. Post-treatment, all participants had lower PDS 
scores than during the baseline phase. Considering this, NET can have short-term safety risks, 
but seems to improve safety of a PTSD patient on the long term by reducing PTSD 
complaints. 
PTSD symptoms did not decline statistically significant for the participants when 
measured by the PDS, except for participant 2 and 4. This means the self-reported PTSD 
symptoms in general did not change significantly during and after therapy. PTSD symptom 
severity scores did decline clinically significant for 2 out of 3 patients, based on the 
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calculation of the Reliable Change Index for the CAPS. Both the PDS and the CAPS did not 
show PTSD symptom exacerbation. 
Griffin et al. (2004) found that the PDS tends to overestimate the prevalence of PTSD 
compared to the CAPS. The reason for this can be that the CAPS measures the intensity and 
frequency of the symptoms, while the PDS only checks the presence of PTSD symptoms. 
Above that, the CAPS is rated by a trained interviewer with clinical experience. Griffin et al. 
(2004) report a relative low specificity for the PDS (.59) compared to the CAPS, which 
implies that the PDS has a high false positive rate and thus a tendency to overdiagnose PTSD. 
However, this PTSD overestimation by the PDS has been present at the pretest already and is 
therefore no explanation for the lack of significant PTSD symptom decrease in this study. 
Another explanation can be that the clinician who carried out and rated the CAPS already 
knew that it was a post-therapy measure. This can have influenced his estimation of the 
intensity of the symptoms.  
In general, the quality of life was not affected by the treatment for 3 of the 4 patients. 
Schnurr & Lunney (2016) found that to reach a meaningful improvement in quality of life in 
traumatized patients, it is optimal to treat the patient until he no longer meets diagnostic 
criteria for PTSD.  According to another study, the quality of life of PTSD patients (remitted 
or ongoing) is particularly impaired at the subscales daily life, social relationships, autonomy 
and spare time activities (Monson, Brunet & Caron, 2015). A possible explanation for the 
lack of improvement in quality of life can be that participants in this study still experienced 
PTSD related complaints. When their PTSD symptoms are in remission, but not fully 
disappeared, this is perhaps not enough to significantly improve the quality of life.   
Above that, it is known from previous studies that NET can have a delayed effect which 
becomes visible half a year after the end of therapy (Jongedijk, 2014). In this study, there was 
only a six-month follow-up available from participant 2. On this follow-up, the PDS scores 
were lower and the MANSA scores higher than at the three-month follow-up (PDS fu3 = 63, 
PDS fu6 = 51); (MANSA fu3 = 40; MANSA fu6 = 44). It is possible that the quality of life 
changes after NET, but becomes visible only after months. 
Hypothesis 1 is partly confirmed. Self-reported PTSD symptoms did not change 
statistically significant for 3 of the 4 participants. However, the PTSD symptom severity 
measured by a clinical interview did decline clinically significant for most participants. Thus, 
the PTSD measuring instruments show a somewhat different representation of PTSD 
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presence. Hypothesis 2 is rejected. Quality of life did not change statistically or clinically 
significant for most participants.  
4.1 Limitations  
A limitation of the study is the missing follow-up data. If there would be six-month follow-up 
data from more participants, it is possible to see if there is a delayed effect on PTSD scores 
and quality of life.  
The small sample size is another limitation of this study. It would be of great interest to 
have a study about NET with some more participants. Thus, it would be more easy to 
determine whether there are effects of NET and in how many percent of the participants.  
Intertherapist variability is not checked during this study. This can form a threat to the 
internal validity, because now it is not sure if both therapists gave NET at the same way.  
4.2 Implications  
Earlier studies showed NET to be an effective and safe form of treatment for trauma 
(Gwozdziewycz et al., 2013; Mørkved et al., 2014). The studies took place mostly in groups 
of non-western refugees and asylum seekers (Gwozdziewycz et al., 2013), children (Ruf et al., 
2010), and victims of natural disasters (Zang, Hunt & Cox, 2013).  
The moderate efficacy from NET found in this study can be explained in several ways. It 
is possible that NET is not the optimal treatment for people with childhood related trauma. 
Perhaps the complex PTSD symptoms from adult survivors of childhood abuse are not 
enough addressed. These symptoms include emotion regulation, interpersonal problems, 
impulsive or self-destructive behavior, high levels of dissociation, changes in attention and 
consciousness, negative core beliefs, substance-related problems and somatic symptoms 
(Ehring et al., 2014; Cloitre et al., 2010). In NET, there is no special attention for this kind of 
symptoms. It might be interesting to add treatment for these symptoms to NET, for example a 
skills training like in STAIR (skills training in affect and interpersonal regulation). This is a 
training based on dialectical behavior therapy-type skills, which proved to have good results 
in combination with other forms of complex trauma treatment (Cloitre et al., 2010) 
Another explanation for the lack of consistent symptom reduction is that there are not 
enough exposure elements in NET to affect all the reliving symptoms of trauma. ‘From a 
theoretical perspective, it is highly plausible that the efficacy of PTSD treatment is related to 
the degree to which the treatment helps the individual to process the memory of the traumatic 
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event.’ (Ehring et al., p. 653, 2014) The memory processing in NET is not such a big part of 
therapy as it is in other trauma treatments like Eye Movement Desensitization and 
Reprocessing or Imaginary Exposure.  
The therapists observed that some more reflective people can construct their life narrative 
by themselves without needing a therapist for that. The therapists hypothesized that if patients 
already constructed such a life narrative by themselves, NET is not very helpful for them. 
This is in line with Wigren (1994) who writes about narratives that trauma disrupts the 
psychophysiological connections that facilitate story making. If this binding of 
psychophysiological events with cognition has already happened, NET can be redundant for 
the healing of a PTSD patient.  
Concluding, this study shows an ambivalent picture of NET as a trauma therapy for 
childhood-related PTSD survivors. The computation of the Reliable Change Index has shown 
it can have impact on the PTSD symptoms of a patient. Statistical analysis shows that NET 
for most patients has no significant influence on quality of life and moderate on the PTSD 
symptoms. However, there seems to be a difference in the amount of PTSD symptoms when 
rated by a self-report (PDS) and a clinical interview (CAPS). Knowing that NET proved to be 
effective in other patient groups, further research is necessary to discover which particular 
patient characteristics can benefit from this therapy. 
  
"My father, already quite intoxicated, said while eating to my mother: "Take another bite, 
pig ".... He thought she was too fat. My mother was sad and I was so angry that I said, 
"Behave normally! You can’t talk like this!". The atmosphere was completely turned, my 
mother said: "I am quite done with it" and we went away immediately. In the car my 
parents quarreled more and my father was only more irritated. At one point he shouted: 
"I'm mad about this life with you, do I have to make an end to it?" And he made extra 
speed while we drove to the edge of the road. I saw the abyss. We were terrified and cried 
out that he had to act normal. My sister was terrified,  my mother, me too. He turned the 
car just in, but then he did it again. We were silent. We came home and went straight to 
bed. There is never talked about. "(5 participant, personal communication, 2016) 
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Appendix 
Table 1 
Overview of missing weeks 
Participant Session Remarks 
1 Baseline 4 Filled in at Treatment 1; this is 
used as baseline 4  
1 Treatment 2  
1 Follow-up 2 6 months’ follow-up 
2 Therapy 13  
3 Therapy 4 and 8  
3 Follow-up 1 and 2 Participant did not respond to 
various ways of contacting 
4 Baseline 4  
4 Therapy 1, 2, 3  
4 Follow-up 1 and 2 3 and 6 months’ follow-up (data 
not available yet) 
 
 
Table 2 
Missing items  
Participant  Session Items 
Participant 1 Baseline 2 PDS 1 
MANSA 3 and 10 
Participant 1 Baseline 3 MANSA 3 and 10 
Participant 4 Therapy session 5 MANSA 1 
Note. PDS 1 = re-experiencing. Other items measuring this construct: 2, 3, 4, 5.  
MANSA 1 = general quality of life. MANSA 3: financial quality of life. MANSA 4: physical 
health. 
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Table 3 
Calculation of the Reliable Change Indices 
Participant Test Calculation Result Significant ( ≥ 
1.96) 
1 PDS (70,25 – 60) / 9.96 =  1.03 No 
1 MANSA (32 – 31) / 5.27 =  0.19 No 
1 CAPS (90 - 49) / 16.2 =  2.53 Yes 
2 PDS (71.5 – 57) / 9.96 =  1.46 No 
2 MANSA (37 – 42) / 5.27 =    -0.95 No 
2 CAPS (105 - 63) / 16.2 = 2.59 Yes 
3 PDS (57.25 – 55.5) / 9.96 =  0.18 No 
3 MANSA (34.75 – 42.5) / 5.27 =  -1.47 No 
3 CAPS (55 – 38) / 16.2 =  1.05 No 
4 PDS (74.3 – 48.5) / 9.96 = 2.59 Yes 
4 MANSA (36 – 48.5) / 5.27 =  -2.37 Yes 
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Quotes of the lifeline of participant 5 in Dutch 
‘Ik was ongeveer 9 jaar toen ik samen met mijn zusje buiten speelde. Het was het begin van 
de zomer en op een zondagavond. Op een bepaald moment moesten we naar huis maar mijn 
zusje weigerde, ze wilde buiten blijven. Ik voelde me altijd al erg verantwoordelijk voor haar 
en holde snel naar huis om een van mijn ouders te halen om haar mee te nemen. Mijn ouders 
lagen op de bank naar de tv te kijken. Ze keken beiden bozig. Ik zei dat mijn zusje niet mee 
wilde. Mijn vader werd boos, zei tegen me: “Kankerjong, heb je haar alleen gelaten?”. Ik liep 
weg en ging op de trap zitten, voor ik het wist stond hij naast me en heeft me een vuistslag 
gegeven op mijn linkeroog. Ik voelde niets, pas later begon het pijn te doen. Ik ben naar mijn 
slaapkamer gegaan en in bed gaan liggen. Ik voelde me verdrietig en ook boos. Daarna ging 
ik even naar mijn moeder, maar zij reageerde nauwelijks. Ik voelde me erg alleen, er werd 
niet naar me geluisterd en ik voelde me heel onveilig. 
  
Er was thuis voortdurend een gespannen sfeer, mijn vader gebruikte drugs, ging vreemd. Er 
kwamen geregeld vrouwen aan de deur voor mijn vader waarmee mijn moeder dan ging 
vechten. Op een winterdag, het was ergens in december of januari, kwam ik aanlopen in de 
avond. Ik was met een vriend buiten geweest. Ik zag mijn buurvrouw Marijke buiten staan en 
Peter, een buurman. Ik hoorde Marijke zeggen: “Er werd geschoten” en ik wist meteen dat het 
met mijn vader te maken had. Ik zag mijn vader naar buiten komen, het pistool in zijn hand en 
hij zwaaide het heen en weer. Hij droeg een leren jas en ik zag aan zijn verwilderde blik dat 
het niet goed was. Hij schreeuwde allerlei dingen die ik niet goed begreep. Het riep angst bij 
me op maar tegelijk meer schaamte en ook wel opluchting omdat ik Peter erbij zag. Peter 
probeerde mijn vader te kalmeren. Ik ben naar binnen geglipt toen en naar mijn slaapkamer 
gegaan, zoals ik dat altijd deed. 
 
Ik zat in de keuken en ik kon hen niet zien maar wel horen. Ze waren aan het schelden en 
schreeuwen. Ik voelde me gespannen en angstig, tegelijk ook gefrustreerd: “Weer ruzie! Wat 
zullen de buren wel denken, stopt het nou nooit?” Het waren allemaal gedachten die door 
mijn hoofd gingen. De ruzie werd zo hevig dat mijn vader opeens alle spullen van het dressoir 
begon te slaan, ik stond op en ging kijken. Ik zag ook de angst in mijn moeders ogen, mijn 
vader zag er verwilderd uit. Opeens pakte mijn vader een pistool uit zijn jaszak. Hij richtte dit 
op mijn moeder en schreeuwde: “Moet ik er dan een eind aan maken?” Ik was verstijfd en 
wist niet wat te doen. Mijn vader richtte vervolgens het pistool op zijn eigen hoofd en zei het 
opnieuw. Ik hoopte vanbinnen dat hij de trekker over zou halen…. Dan was het tenminste 
voorbij. Mijn gevoelens gingen door elkaar: ik was bang, verdrietig, boos. 
 
Mijn vader, inmiddels alweer aardig onder invloed, zei onder het eten tegen mijn moeder: 
“Neem nog een hapje, varken”…. Hij vond dat ze te dik werd. Mijn moeder werd verdrietig 
en ik zo kwaad dat ik zei: “Doe even normaal joh! Zo praat je toch niet!”. De sfeer was 
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helemaal omgeslagen, mijn moeder zei: “ik ben er wel klaar mee” en we gingen meteen weg. 
In de auto kibbelden mijn ouders verder en mijn vader werd alleen maar meer geïrriteerd. Op 
een gegeven moment schreeuwde hij: “Ik word gek van dit leven met jullie, moet ik er een 
einde aan maken?” en hij gaf nog eens extra gas terwijl we afreden op de rand van de weg. Ik 
zag de afgrond. We werden verschrikkelijk bang en riepen dat hij normaal moest doen. Mijn 
zusje was doodsbang, ik, mijn moeder. Hij nam nog net op tijd de bocht maar daarna deed hij 
het opnieuw. We waren doodstil. We zijn thuisgekomen en gelijk naar bed gegaan. Er is niet 
meer over gesproken.’  
 
